The case 1 have to present to-night is of especial interest, both on account of the rarity of the disease, and, as illustrating the successful employment of a new method of investigating and treating diseases of the bladder and ureters in women, a method that is, in my opinion, as much superior to all former methods as the electric cystoscope was to digital exploration.
Our ability to see and treat all parts of the bladder interior directly, as I am about to describe, is destined to revolutionize diagnosis and treatment in bladder, ureteral and kidney diseases in women. We must see as well as feel ulcerated areas and new growths, and define their jimits. The diagnosis, for instance, of urinary tuberculosis will no longer be deemed sufficient. We must be able to say whether or not the disease is confined to the bladder, or is located in one or the other ureter or kidney, or in all.
Before reporting the case it is my purpose to say a few words as to the usual methods of bladder exploration, and then briefly describe the new method, and show you the instruments.
The previous recognized methods of exploration of the female bladder have been,
(1) Bimanual examination, with the uterine sound in the bladder, the finger in the vagina, and the other hand on the abdomen ; or, without the sound.
(2) Digital exploration, the urethra being first dilated to not more than twenty millimetres by means of graduated dilators and the finger.
(3) Endoscopy, by means of a straight tube of hard rubber about seven centimetres long and ten millimetres in diameter, open at its inner end and carrying a glasstube closed at its inner extremity. The glass-tube projects a little beyond the hard-rubber sheath and has in it a little mirror inclined at an angle of one hundred degrees. The mirror being attached to a long handle may be moved forward or backward and turned around.
Light from an Argand burner, or direct sunlight, is reflected from a head mirror to the little mirror in the tube and thence into different parts of the bladder wall. The rays of light pursue the same path back to the operator's eye at the focus of the head mirror.
(4) Cystoscopy, by means of an instrument made on the same plan as the endoscope, except that the source of the light is an electric lamp in the end of the instrument in the bladder.
(5) We must enumerate also examination of the interior of the bladder through a vesico-vaginal fistula or opening made by supra-pubic cystotomy.
Examination by touch has been of great use, and will continue to be; but it cannot rival in value, either from a diagnostic or therapeutic point of view, examination by sight. With the endoscope and cystoscopethe bladder has to be partly filled with a perfectly clear, transparent fluid in order to be inspected. In most bladder affections the urine is cloudy, and the walls can be cleansed with difficulty; besides, the urine constantly coming into the bladder from the ureters may tend to render it cloudy; and also only a portion of the bladder interior can be inspected, owing to the necessary obliquity of the mirror in the instrument. We must add, as a further objection to endoscopy and cystoscopy, the distortion of the image, due to errors of refraction of the fluid media through which the light passes. Our knowledge of the appearance of the interior of the living bladder both in health and disease is largely due to the investigations of Mr. E. Hurry Fenwick, of London, with the electric cystoscope.
Catheterization of the ureters has been practised more or less extensively ever since Prof. G. Simon published his work on the subject in 1875. He dilated the urethra; then, passing his finger into the bladder, located the ureteral orifice by touch, and passed the catheter along his finger into the ureter.
Professor Pawlik, later on, improved on this method by demonstrating landmarks in the vagina which serve to locate the ureters; then passing the catheter into the bladder he observed the play of its tip on the anterior vaginal wall and directed it into the ureteral openings. He also improved the catheter. By Pawlik's method the dilatation of the urethra, with the attendant danger of subsequent incontinence, was done away with, and the seriousness of the operation From Dr. Noyes's notes and from conversation with the patient the following history was obtained : Grandmother died of heart-trouble; mother and father and two sisters living and well ; uncles and aunts of father died of consumption. There was consumption on the mother's side a generation back. The patient was not very strong as a child, being subject to coughs and colds. At nineteen years of age she had whoopingcough and later in the same year rheumatic fever. At twenty-one she had pneumonia, and three years ago had the grip. Husband is living and well. She suffered with inflammation of the bowels when she had rheumatic fever, and has had an attack each year for the last three years, being sick in bed for two or three months with each attack; the abdomen during these attacks would be swollen and tender. She had absolutely no trouble with her urine until August, 1893, not even with the attacks of inflammation of the bowels. A short time before the beginning of Mrs. F.'s urinary difficulty she spent the night at a house where her sister's husband was dying of general tuberculosis, and she was in and out at the house a good deal at that time.
Dr. Noyes first saw the patient September 5, 1892, when she was suffering with an attack of what he diagnosed as subacute peritonitis. The abdomen was tender, very slightly swollen, and she had a temperature of from 99°to 101°for five or six days. She was in bed for a month, the pain and soreness being very persistent.
In December, 1892, she complained of a "bunch low down in front passage" and pain in the back. Dr. Noyes diagnosed retroversion, and treated her for it for three months by packing and then fitted a pessary. The pessary failed to keep the uterus in good position, however. She wore it until August. Patient developed a mural abscess and an attack of bronchitis. Temperature not above 100°at any time. The painful micturition was a prominent symptom soon after the operation, and the bladder was irrigated daily with a one-half-per-cent, solution of boracic acid, and the salol was continued. Urine slightly alkaline, and containing a trace of albumin and much pus.
November 2d, the bladder was injected with glycerine (3i) and iodoform (3ss), and this was continued every other day until November 24th, with some temporary relief of pain. She was then convalescent from the bronchitis; the wound was healed; the uterus was in good position, where it has remained since. There was no special tenderness over bladder at any time. Urine alkaline when not taking benzoate of ammonia or benzoic acid ; cloudy and containing a small amount of pus; specific gravity generally about 1.012; a trace of albumin.
Endoscopic examination November 24th showed injection of upper urethra and bladder above trigonum. The bladder neck and upper urethra were swabbed out with nitrate of silver, 1 to 60, every third day for two weeks, with relief for twenty-four to thirty-six hours after each treatment. Various diluents for the urine were tried, and a large variety of drugs to relieve the pain, but with only temporary benefit. February 21st, I made an examination of the bladder with Kelly's instruments, having failed a few days before because of the abundant flow of urine following the administration of citrate of potash and buchu. No anesthetic was necessary in this or subsequent examinations. No. 14 endoscope was easily passed. With the hips elevated and with the patient in the kneechest position the entire interior of the bladder was inspected. The ureteral orifices were found as slits in the slightly elevated papillae. No evidences of inflammation about either orifice. In the posterior inferior zone of the bladder, and situated one centimetre above the right ureteral orifice, was a reddened area, circular in shape, and one and a half centimetres in diameter, easily bleeding with slight touch, and studded here and there with the glistening, grayish bodies before described. I picked off one of these and gave it to the pathologist. He said it was too small for examination. The symptoms are frequent micturition, not relieved by rest, as is the case in stone; pain, especially at the end of micturition ; and blood in the urine.
The object of treatment in chronic tubercular cystitis is to render the urine unirritating, and, if possible, germicidal by means of diet and drugs ; and to remove mucus and uric-acid deposits as sources of irritation by irrigation ; also to destroy the bacilli by the direct application of caustics and germicidal agents; and to relieve pain. The system should be built up by cod liver oil and tonics. A milk diet is of great benefit as a diuretic, also plenty of water. The drug that has the best reputation is benzoic acid. Tyson recommends it in the form of five-grain pills ; at least thirty grains in the course of the day. The potash salts, especially the citrate and acetate are of great use. In a general way we employ the alkalies to dissolve uric-acid deposits and to prevent their formation, and benzoic and boric acids to dissolve the phosphates. Other drugs that are well spoken of, are: buchu, triticum, repens, corn-silk, sandal-wood, copaiba, eucalyptus and resorcin. Salol has been found to prevent the growth of the staphylococcus in the bladder; but, by the statement of Rommelaere, the bacillus of tuberculosis resists it absolutely. It is certainly a valuable drug on empirical grounds alone.
As local treatment, the bladder should be irrigated at least once a day. Tyson says that tepid water, four to six ounces, is as good as anything, and relieves pain better than other injections. He also advises very weak bichloride, 1-26,000.
Other remedies that stand well are borax, one drachm to a pint of warm water; common salt in the same amount; salicylate of soda, one drachm to the pint; alum enough to give an astringent taste; nitrate of silver, twenty grains to the ounce ; and creolin, one per cent. Guyon uses bichloride, 1-5,000 to 1-1,000, twenty to thirty drops at a time. Loumeau also uses strong bichloride.
Guyon and Reverdin have obtained excellent results by curetting and cauterizing the ulcerated area through an opening in the bladder made by supra-pubic cystotomy. With our new method the cystotomy will often prove unnecessary.
For the relief of pain morphine is to be avoided. Skene recommends bromide of potash, twenty grains every four hours. I have found it of great use in frequent and painful micturition in chronic cystitis. 
